Adva n ced Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible
dental care. To help us meet all your dental healthcare

Dental ca r e needs, please fill out this form completely in ink. If

you have any questions or need assistance,
please ask us - we will be happy to help.

Patient Information (CONFIDENTIAL) Date

Name Birthdate Home Phone

Address City State Zip

Social Security # Driver’s License #

Email Cell Phone

Check Appropriate Box: [ Minor [ Single [ Married [ Divorced [ Widowed [ Separated Bl Pk
If Student, Name of School/College City State L Time [ Time
Patient or Parent/Guardian’s Employer Work Phone

Business Address City State Zip

Spouse or Parent/Guardian’s Name Employer Work Phone

Whom May We Thank for Referring You?

Person to Contact in Case of Emergency Phone

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each
appointment. [1Cash [ Personal Check [ Credit Card (Visa, MC, Discover)
[ 0% Financing with credit approval [ 1wish to discuss the office’s payment policy.

Account/Dental Insurance Information

. : Relationship
Name of Person Responsible for this Account to Patient
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
Address of Employer City State Zip
Insurance Company Group # Policy/ID #
Ins. Co. Address City State Zip
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [Yes [ No IF YES, COMPLETE THE EOLLOWING:

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer ' Union or Local # Work Phone
Address of Employer City State Zip
Insurance Company Group # Policy/ID #
Ins. Co. Address City State Zip
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit

Qwver Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No 6. Are you allergic to or have you had any reactions to the
1. Are you under medical treatment NOW? ......ooweeeeeerrerrssseern 1 U following? Yes No
L . Local Anesthetics (e.g. NOUACAIN) .....ccuurrevcveerrvmneerinnns 00
2. Have you ever been hospitalized for any surgical Penicillin or any other Antibiotics.........ccceumwerven L1 0J
operation or serious illness within the last 5 years? e H Sulfa Drugs s | =
_ TeHACYCHNE. ...vvoevrerreeesresseeesesreeenseesssssessessmesssisnensnc ] ]
If yes, please explain SEAAHIVES ..o rressieressssessssssssssssssssssssnsssen .
I YO RN RO WEN. 516 et k. e [ i |
3. Are you taking any medication(s) including Any Metals (e.g. nickel, mercury, etc.) ..........coouwn. . 0
non-prgscrfpffon B o1 YN I I I Lotex RV .co-ucivsisaminioisiimismimminmimmied) =]
o . Bl otsahnld BISHCR wcosinsssserisiseassvsenanssinly) | 1)
If yes, what medication(s) are you taking? Other (please list) O O
7. Women Only:
j ?
T T = & = : j;g;g:ﬁfggg;;f_ﬁf{{fff}{ﬁffjfﬁ{{{f_-__;;;;;;;;;;;;;;8 .
5. Do you use controlled SubStances? ..........oeeeesmeserricnnsnen 1 U c) Are you taking oral contraceptives?..........c..ccccc.c.. 00O
8. Do you take or have you taken any of the following?

Yes No Yes No Yes No
Pre-Medication.........oweeeeereevriield L1 FOSOMAX oo O O Vitamins....crsersensncsssssnnnneen . O
Blood THinners.............cveel ] [ Boniva/Actonel.........ccovecvernmnn 1 O Supplements.....ocveeereereessereerennen 1 O

9. Do you have or have you had any of the following? —_— sl
* P es (8] €5 0
Hear: Condifions Es I\EIT [Y70%) - I B Recent Weight Loss.........ccouwwn . [
IgﬁartA:tac;_cD 0 High Blood Pressure.......c..couwn. 1 [ Mental IlINss ........eevrvvvernmnnnn 4 0
Cuma everD [  LowBlood Pressute........c ] [ Epilepsy/Convulsions..........ou.... i [
il;artﬁi/u;nug e 1 O Kidney Disease/Bladder Trouble....] [] Fainting/Seizures .........vuvvvvee d O
ook e o O -, TEe— . ———
i el 00 CANCR ssivviciiimsicisiswassssmsinale) =] TUBSHCUTO8IS. csssssssimisicssisinsile,
ANGIMornsrcrervrrsssisimsssresassnss Loubaiittit svimprumsnila) Ll - RAGGHORE TR smsssimvnila. L
*Respiratory Problems Yes No  Sexually Transmitted Disease.......d [ b0 AR e e RS | G @
Asthmag [0 O  HIVorAIDS....d O Frequently Tired....oooorvvvsveree - O
R i Y~ Disease.......osrrrrsrriseirinel ] [ GlAUCOME coevrvrsrrrssiirsiivssinnnnn ] O
Easily Winded ..........occoconenn. O Hepatitis/Jaundice..........cooooru.... . O Joint Replacement or Implant.......] [J
Hayfever/Allergies..........co.c.... (][] Stomach Problems/Ulcers .............1 [ Other
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam

1. Do your gums bleed while brushing or flossing? .........cc.c.....
2. Are your teeth sensitive to hot or cold liquids/foods? ............
3. Are your teeth sensitive to sweet/sour liquids/foods? ............
4. Do you feel pain to any of your teeth? ..........ccceeeveevvrcrenees
5. Do you have any sores or lumps in or near your mouth? ............
6. Have you had any head, neck or jaw injuries? ..........cccevnn.

8. Do you have frequent headaches? ............ccccvvveivvivinns
9. Do you clench or grind your teeth? ...........ccoccvvreunee
10. Do you bite your lips or cheeks frequently?................
11. Have you ever had any difficult extractions
R 1 R NI WO SRS S S
12. Have you ever had any prolonged bleeding
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7. Have you ever experienced any of the following Sollowing extractions? .........ceuvereerversivssevisssesssessaessenns
problems in your jaw? 13. Have you had any orthodontic treatment? ................
CfICkng D 14.Do you wear dentures or partfafs?
Pain '.(}‘Ol.ﬂf, ear, side afface)D D USO, date ofpfacg}ngnt
Dﬁf“lfy in openfng or C!‘OSIHgB | 15.Have you ever received oral hygieng instructions
Dtﬁc:dty in chewmg[:l D rggardfﬂg the care ofyour teeth and gums?g E

16.. Do o HREYOUr SIIIER .o nrsersssersmpssssssvimssssssrassavosas

Authorization and Release

1 certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. I understand
that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and the records
of any treatment or examination rendered to me or my child during the period ?’ such Dental care to third party payors and/or health practitioners. I authorize
and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that [ am
ultimately responsible for charges incurred on my behalf and that I will pay regardless of what the insurance company does not. I agree to pay a service charge
of 1—1/2%{ per month on amounts deemed past due. I'also agree that should my account be deemed delinquent, I'will pay for reasonagle collection costs/
attorney fees. I understand that Advanced Dental Care follows HIPAA guidelines and regulations involving my treatment and care.

X
Signature of patient (or parent/guardian)




